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Background: Users of care services are increasingly participating in inspections of the quality of care. In practice,
incorporating service users’ views is difficult, as users may have other views on good care than inspectors and thus
give information that does not fit the inspectors’ assessment criteria. This study compared the views on good care
of young care users (adolescents) and inspectors, seeking to understand what the differences and similarities mean
to incorporating the users’ views in inspections.
Methods: We conducted a single-case study combining document analysis with a meeting with inspectors. The selected
case came from a Dutch inspectorate and involved a thematic inspection of care for children growing up poor.
Results: Inspectors and adolescents agree on the importance of timely care, creating opportunities for personal
development, and a respectful relationship. The views on quality of care differ with regard to sharing information, creating
solutions, and the right moment to offer help. We identified three ways inspectors deal with the differences: 1) prioritize
their own views, 2) pass the problem onto others to solve, and 3) separate the differing perspectives. With similar
viewpoints, inspectors use the adolescents’ views to support their assessments. When viewpoints conflict, information
from adolescents does not affect the inspectors’ judgments. Explanations are related to the vulnerability of the
adolescents involved, the inspectorate’s organizational rules and routines and the external regulatory context.
Conclusions: Service user involvement in inspections potentially impacts the quality of care. Yet, conflicts between the
views of service users and inspectors are not easily overcome in the regulatory context.
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The ideal of active citizenship has gained ground in
many Western countries [1–5]. One way people can ex-
ercise active citizenship in health and social care is to
voice their preferences and experiential expertise so that
services can be improved [5, 6]. With this aim, service
users are increasingly invited to participate in decision-
making processes on quality improvement, medical
guideline development, government policymaking and
inspections [2, 5, 7–12].
Despite its ideological appeal, research shows that in-
volving service users is not easy to realize [2, 7, 10, 11,* Correspondence: rutz@eshpm.eur.nl
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the service users who participate or the organizations
that invite their users to participate. Studies show that
participants are often no ‘ordinary’ service users [12].
They need specific skills and knowledge to participate
successfully. Training service users to gain the skills and
knowledge to wield influence is often brought up as a
solution to foster their involvement [2, 12, 14]. While
professionalization processes enable participation, they
relegate service users’ experiential expertise to the back-
ground, consequently triggering discussions about par-
ticipant representativeness [2, 3, 11, 14, 15]. On the side
of organizations involving participants, the way that par-
ticipation is arranged and the space provided for users’
input are regarded as barriers or resources for participa-
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ticipants, whereas a non-hierarchical organizational culture
can be a resource for successful involvement [6, 11, 12, 14].
The rationale for service users’ involvement is based
on the assumption that they have a distinct perspective
which offers new options to improve the quality of ser-
vices and strengthens decision-making [9, 10, 16, 17].
Consequently, the users’ perspective may conflict with
organizational rules and conventions, and professional
or societal standards such as safety and cost contain-
ment [11, 12, 18]. Hence, the key questions are whether
such conflicts are addressed and, if so, how they are
dealt with.
In this paper, we aim to advance our understanding of
service user involvement in practice by taking the last
issue as a starting point. We focus on service user in-
volvement in one inspectorates’ assessment of quality of
care. Inspectorates are expected to exercise control over
care quality and protect vulnerable people from harm
[19]. In many countries, user involvement is high on the
inspectorate agenda [7, 16, 19–22]. In their regulatory
work inspectors include all kinds of service users as lay
inspectors, ‘mystery guests’ [16], through consultation or
via analysis of social media [23] and complaints [20]. Al-
though various forms of service user involvement in in-
spections have been studied [7, 13, 16, 20, 23–25], how
inspectors use the perspective of services users and their
input is underexplored.
We analyze how inspectors from the Joint Inspectorate
Social Domain (JISD) involved the perspectives of young
care users in an inspection of a broad range of social
and health care services that provide help for children
growing up poor in the Netherlands. The following
questions guide our paper: What do adolescents who
have received care consider to be good care and how do
their views compare to the assessment criteria inspectors
use to evaluate care? How do inspectors deal with the
similarities and differences to their own views and what
can explain the inspectors’ ways of dealing?
The next section describes the setting of the study and
the methods used to answer the research questions. Our
comparative analysis of adolescents’ views and the in-
spection criteria is at the heart of the paper. Finally, we
discuss our findings, explain the inspectors’ ways of
dealing with similarities and differences and relate these
to difficulties described above in connection with partici-
pants and organizational contexts.
Methods
Setting of the study
The JISD is a partnership of four government inspector-
ates in the Netherlands: the Health and Youth Care In-
spectorate, Inspectorate of Education, Inspectorate for
Justice and Safety, and Inspectorate of Social Affairs andEmployment (before 2017 this partnership was known
as the Joint Inspectorate for Youth). Since its foundation
in 2003, the JISD has included adolescents in inspec-
tions. Adolescents come along on inspections in the role
of lay inspectors [7, 26], and inspectors hold consultative
meetings with adolescents (including an interactive vot-
ing system), interviews and focus groups. JISD inspec-
tions are mainly theme-based and concentrate on public
problems that cannot be solved by one organization or
sector. Hence, inspections follow a multi-agency ap-
proach, including a broad range of local services through
all sectors, such as health, youth care, education, police,
and social affairs [27]. Examples of public problems sub-
jected to thematic inspections are: child abuse, obesity,
youth offending, addiction and poverty. In this study, we
focus on the latter.
Regulatory work is divided into three phases: 1) gather-
ing information about the service under scrutiny, 2) asses-
sing whether the service complies with a set of assessment
criteria, and 3) taking enforcement action for non-
compliance to meet the criteria and make improvements
[28–31]. Service users are increasingly included in infor-
mation gathering (phase 1); the assumption is that they
can provide useful signals and quality information, which
may improve inspectors’ assessments [7, 20]. During the
assessment (phase 2), inspectors evaluate whether the ser-
vices under scrutiny ensure their users’ involvement as
part of providing good care. This way, user involvement
by services becomes part of the inspectors’ assessment cri-
teria. In enforcement (phase 3), although inspectors con-
sider the consequences of non-compliance by services for
clients and patients [32, 33], the perspective of service
users is often relatively implicit.
During the inspection of care for children growing up
poor, the JISD inspectors included adolescents living in
poverty in the information gathering phase (phase 1).
They conducted interviews and focus groups, assisted by
Stichting Alexander, a foundation specialized in youth
involvement. Inspectors and workers from Stichting
Alexander identified the organizations and stakeholders
(eg, food banks, charities, youth workers and social
workers) involved in services for poor families in four
municipalities. They asked stakeholders to invite young
people to take part in an interview or focus group. In
practice, many young people were recruited by youth
workers and the interview panels took place at commu-
nity centres and youth clubs in poor neighbourhoods,
where young men are better represented than young
women (this is possibly why few young women took
part in the inspection). The adolescents who did par-
ticipate varied in other characteristics (eg, age and
ethnicity; see Table 1).
The inspectors and workers from Stichting Alexander
conducted the interviews and focus groups following a
Table 1 Demographic information on the adolescents that
were involved in the inspection
Method Interviews (n = 2)
Focus groups (n = 10)
Number of respondents 43
Gender Male (n = 37)
Female (n = 5)
Age 10 (n = 1)
11 (n = 2)
12 (n = 2)
13 (n = 4)
14 (n = 6)
15 (n = 6)
16 (n = 7)
17 (n = 9)
18 (n = 4)
19 (n = 1)
Ethnicity Dutch (n = 9)
Moroccan (n = 9)
Antillean (n = 6)
Roma (n = 3)
Surinam (n = 1)
Afghan (n = 1)
Iran (n = 1)
Unknown (n = 12)
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people considered poverty, how they experienced their
situation, whether they had received care and assistance,
how they experienced this and what they considered to
be necessary improvements for young people living in
poverty. The interviews and focus groups were audio re-
corded and transcribed verbatim. The inspectors ana-
lyzed the reports of the interviews and discussed their
analysis in an assessment meeting, where the informa-
tion gathered via other inspection methods was also
discussed.
Study design
We used a single-case study design [34], selecting a case
of thematic inspection of care for children growing up
poor. Poverty is an ambiguous public problem. What the
problem means for those affected, whether action should
be taken and if so what action, is controversial [35]. This
ambiguous subject is an excellent case to study how di-
vergent viewpoints are dealt with, as adolescents living
in impoverished conditions may have other views on
good care than inspectors, and thus give information
that does not fit the inspectors’ assessment criteria.
In terms of inspection, the case can be considered typ-
ical as it is conducted like any other inspection, follow-
ing the three phases of information gathering,
assessment and enforcement action.
Data collection
We used multiple methods to study our case. Our data
consisted of material created and used by inspectorsduring information gathering and assessment of the in-
spection (in total 68 documents) and a meeting with
inspectors.
First, we collected the documents that inspectors pre-
pared for the inspection to gain insight into the context
and their decisions on methods and procedures. This
material included the inspection plan, the set-up for in-
terviews and focus groups with adolescents, the informa-
tion given to them, minutes of the inspectors’ meetings,
and inspection formats.
Second, we collected documents containing the infor-
mation that the adolescents, who grew up poor, gave to
inspectors during information gathering. This consisted
of verbatim transcripts of the two interviews and ten
focus groups the inspectors held and the inspectors’
notes that included their reflections on the interviews
and focus groups (see also Setting of the study).
Third, we collected documents that inspectors created
for their assessments and to communicate their deci-
sions, material on the inspection framework and assess-
ment criteria, evaluation reports of the information
obtained from adolescents, and the inspectors’ reports
that communicated the judgments.
Fourth, we held a meeting at the JISD to discuss the
preliminary findings and explanations of our findings.
The minutes of the meeting were added to the data
collection.
Data analysis
Our analysis focused on what the adolescents regarded
as good care. Interview and focus group transcripts were
read closely several times and coded inductively, locating
recurrent subthemes and grouping subthemes together
in themes [36]. We identified the following themes on
quality of care: 1) trustworthiness and loyalty of profes-
sionals (eg, respectful relationship), 2) adolescents’ influ-
ence in the care process (eg, deciding when to ask for
help), 3) use of information on adolescents’ situations
(eg, privacy), 4) results of the care for adolescents (eg,
offering practical solutions and timeliness), 5) creating
opportunities for personal development (eg, finding a
suitable internship, job or education). Ongoing analysis
refined the specifics of each theme. Next, we analyzed
the documents that inspectors produced during their in-
spection and compared the content with the five themes
identified, based on the adolescents’ information. In this
comparison we found three striking similarities and
three fundamental differences. We analysed how inspec-
tors dealt with the similarities and the differences and
tried to explain their ways of dealing.
We had access to this data since the first author is also
a JISD inspector. A disadvantage of this dual role is that
it raises the issue of methodological distance. We man-
aged this potential tension in two ways [37]. First, three
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latory context, which enabled the research team to ques-
tion each other’s interpretations, stimulate self-reflection
and challenge locally situated taken-for-granted notions.
Secondly, we presented and discussed our preliminary
findings at two conferences for researchers and a confer-
ence for inspectors of various Dutch inspectorates (ex-
cluding the JISD). These meetings helped us to enhance
the reliability and validity of the analysis. Although both
audiences recognized our findings, they held very differ-
ent views on the implications. These different views
helped us to look more thoroughly into the specifics of
the regulatory context in order to find explanations in
this context and to come up with suggestions for
improvement.
Ethical considerations
The adolescents (and their parents when the adolescent
was younger than 16) all gave the inspectors their written
informed consent to participate, with anonymity guaran-
teed. Consequently, we use pseudonyms for respondents’
names. According to the Dutch act on ‘Medical Research
involving Human Subjects’, this type of research does not
require the consent of an ethics committee as our study
did not involve a medical intervention [38].
Results
This section first describes the similarities between the
views of adolescents and inspectors. Then it describes
the differences that led to tensions in the inspection
process and the ways the inspectors dealt with these
tensions.
Similarities: Timeliness, creating opportunities for
adolescents to develop and a respectful relationship
We found three similarities in views. The first concerns
timeliness of the care. The adolescents’ views on receiv-
ing care were rather negative; they voiced many com-
plaints about the time it took to get results. Chantal forTable 2 The inspection framework to assess the quality of services f
Category Inspection criteria
I. Tailoring services to young
people’s needs
1. Organizations make sure their service
encourage forming good relationships
2. Professionals jointly analyze the situat
their lives, including underlying problem
3. Services are tailored to the problems
solving the problems and underlying ca
4. Tailored services are arranged quickly
II. Participation and coverage rates
of services
5. Professionals stimulate the active part
6. Obstacles to receiving the services th
7. Organizations know which target gro
III. Consistency of activities 8. Professional activities are aligned with
9. Various partners cooperate to achieve
of the professionals
10. Professionals collect, record and excinstance remarking on the care she received, said ‘It all
takes way too long’ (G2). Ahmed, who does not go to
school, agreed:
Ahmed: It all goes way too slow for me. I’ve told them
I want to go back to school, but they don’t do a thing.
Interviewer: So, are they looking for a new school for
you? […].
Ahmed: Yes, they said that they’d arrange it within six
weeks, but that was eight weeks ago (S5).
For the inspectors as well, arranging services in a timely
manner was important. In fact, it was one of their assess-
ment criteria (criterion 4, Table 2). The second similarity
concerned the perceived need to stimulate young people’s
participation in society. Adolescents, like Ahmed, placed
great value on schooling and stressed that they wanted
professional help to find a suitable internship, job or edu-
cation; another assessment criterion (criterion 5, Table 2).
The third similarity was that both adolescents and inspec-
tors valued a respectful relationship between the young
person and care professional; stimulating this was also an
inspection criterion (criterion 1, Table 2). For adolescents,
a respectful relationship meant trust. It indicated that their
views were taken seriously, that professionals kept their
promises, did not discriminate, and showed respect for
the adolescent’s choices even if they did not agree with
them. For instance, commenting on his relations with pro-
fessionals, Mateo said:
We should be treated with a bit of respect. If
professionals forbid everything and say ‘the way you do
things is bad, and how I do them is good’, then they
offend people. (S1).
When adolescents and inspectors held similar views,
inspectors used the information gained from adolescentsor poor children and their families
s fit the wishes and abilities of young people and their families and
ion of young people and their families and all the conditions that affect
s and causes
of young people and their families, and are aimed at preventing or
uses
icipation of young people and their families in society
ey need are removed for young people and their families
ups do not use the services and reach out to these groups
organizational strategy
their goals efficiently. Their services are aligned and coordinated by one
hange necessary information about a young person or family
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their reports to illustrate their conclusions. For instance,
one report quoted Mateo and went on to state:
Young people emphasize that a good relationship is
fundamental to providing good care. An important
part of a good relationship is that a professional shows
respect for a young person. [39]
In the meeting with inspectors, the inspectors explained
that illustrative quotes are important as they call on the ser-
vices under scrutiny. For the service providers it conveyed a
sense of urgency to act when their ‘own’ users talked about
how issues in the care affected them [40]. In the assessment
phase of the inspection, such quotes and examples of ado-
lescents’ situations helped inspectors to convince the ser-
vice providers of the value of the inspectors’ judgments and
the action needed to make improvements.
Differences: Sharing information, creating solutions and
the moment to offer help and assistance
We found three differences in views that led to tensions
in the inspection process.
Tension 1: Privacy versus sharing information
While inspectors and adolescents both found a respect-
ful relationship with professionals an important aspect
of good care, their perspective on what a respectful rela-
tionship entailed differed in key aspects. This led to the
first tension we identify here. According to adolescents,
an important element of a trustworthy relationship was
that professionals did not share information freely with
others. On the other hand, inspectors emphasized that
professionals should exchange information.
For adolescents it was crucial to control who obtained
specific information about their situation. Professionals
who shared information with other professionals, with-
out asking permission, lost their trust. The adolescents
explained that they put new professionals to the test and
would not give confidential information on first contact.
Daniel, for instance, described what he did when he dis-
covered that his social worker had discussed his situ-
ation with one of his teachers:
Daniel: If I’d told her everything, she would’ve told my
mentor and he would’ve talked about it all to the
team leader, and then everything would have gone
round. [...]
Interviewer: So what did you do then?
Daniel: Yeah, well fuck her, you know. She tries to
make new appointments, but I don’t bother showing
up now I know I can’t trust her. […].Winston: I wouldn’t have talked to her in the first
place.
Gabriel: I’d rather go to my parents if I’m in trouble.
(C1).
Sharing information without asking the adolescent’s
permission resulted in distrust and avoidance of profes-
sionals. Yet, inspectors felt that professionals needed a
complete understanding of adolescents’ situation to pro-
vide good services. Inspectors reasoned that to gain a
complete understanding professionals needed to collect
and exchange information about the young person’s situ-
ation to tackle the causes and intervene as early as pos-
sible (criteria 2 and 10, Table 2; see also tension 2).
Inspectors dealt with the tension of respecting privacy
and sharing information by subordinating adolescents’
views and emphasizing that professionals needed to
share information. One of their reports stated:
Although young people cherish their privacy, exchan-
ging information is important for early intervention. It
would be important to discuss this problem with young
people to find out what solutions they can offer. [41]
In the meeting, inspectors explained that they had im-
portant reasons for prioritizing their view. They felt these
adolescents were members of a vulnerable group that
lacked the ability to protect themselves and needed pro-
tection. Although they acknowledged what the adoles-
cents thought, they gave their own view more weight.
According to the inspectors, professionals needed to share
information to identify situations in which vulnerable
young people needed care and to enable interventions as
early as possible. Inspectors reasoned that providing help
early, before young people needed it urgently, stopped
problems from exacerbating (see criteria 3 and 7, Table 2).
However, as Daniel’s quote illustrated, adolescents
stated that the distrusted professionals who shared infor-
mation, and consequently would not provide new infor-
mation. Sharing information was then counterproductive
to gaining a complete view of the adolescents’ lives. Yet,
the inspectors felt that sharing information about an
adolescent would not automatically result in distrust be-
tween adolescents and professionals. As stated in the
quote above, the inspectors found it ‘important to dis-
cuss this problem with young people to find out what so-
lutions they can offer’. During the meeting inspectors
pointed to professionals to start this dialogue. They ex-
plained that exchanging information was key and that
they expected professionals to be able to maintain a
trustful relationship with adolescents and share informa-
tion at the same time. This signified another way of deal-
ing with this tension, namely: passing the dilemma on to
others. Inspectors did not ease the tension themselves,
but asked others to do it for them.
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The second tension was that adolescents felt that profes-
sionals needed to focus on actively finding practical so-
lutions for the problems they presented, while inspectors
wanted professionals to look for causes and hidden
problems, which adolescents associated with simply talk-
ing about problems, and not with solving them. For in-
stance Mehmet remarked: ‘Everything they tell you, you
can also tell yourself ’ (S4). Adolescents did not want to
talk about causes, things that had happened in the past
or other problems:
Romario: Professionals just talk in circles. I don’t want
people to talk to me so much. Sometimes I think they
only talk about everything that happened to you in the
past. And why you can’t change. (C2).
According to the adolescents, talking was only effect-
ive when communication was part of the problem. For
instance, Dave was very positive about a psychologist
who mainly talked to help members of his family im-
prove their communication: ‘And as a result, now we all
communicate smoothly [in our family].’ (G1). Adoles-
cents expected professionals to produce tangible results,
offering practical solutions to the problems they wanted
to solve, not necessarily all of their problems (including
underlying causes). The problems could be about com-
munication but also about other issues; they expected
professionals to help them clear their debts, for instance
or (as in the Ahmed case above) make arrangements so
that they could get an education tailored to their wants
and needs. Though the inspectors agreed on the import-
ance of obtaining results (see also subsection on similar-
ities), such as adolescents going back to school, they
assumed that it was necessary to talk about the problem
first, instead of focusing immediately on solutions. Ac-
cording to their assessment criteria, inspectors thought
that professionals should jointly analyze a problem and
reach consensus on its importance and causes to find
the appropriate solutions (see criteria 2 and 3, Table 2).
According to the inspectors, the fact that professionals
did not conduct such an analysis was an important obs-
tacle to the provision of good care. The inspectors’ re-
port described this as follows:
The care often starts late, after problems have become
severe. Only short-term help is provided to tackle the
problems, and professionals fail to deal with the
causes. Among other reasons, this is because profes-
sionals do not analyze the whole problem in context
when the care process starts. They often lack vital in-
formation on the family situation. Because they do not
deal with the causes, there is a high chance that severe
problems will recur [42].The inspectors assumed that without problem analysis,
the help provided would not address the underlying
causes, which would lead to a recurrence of the prob-
lem. This matched the assumption that stopping prob-
lems from getting worse was important, as we explained
above. Although adolescents and inspectors both found
quick results for young people important, they differed
in the method of obtaining results; inspectors take the
problem as the starting point, not the possible solutions.
Inspectors dealt with the tension of finding rapid solu-
tions versus first identifying hidden problems by describ-
ing the adolescents’ views and their own differing
viewpoints in separate sections of the inspection reports.
All inspection reports contained a chapter entitled ‘Living
in poverty’, which described the perspective of adolescents
in poverty, the consequences of growing up poor and the
care required in this situation. In a subsection of the chap-
ter entitled ‘Tailoring services to young people’s needs’ the
inspectors reported the adolescents’ views. For example:
‘Young people and their parents expect the care process to
start quickly, and, that the care is concrete and practical
from the start. From their perspective, only talking does
not help.’ [43] Another subsection of the same chapter,
reflecting on the inspectors’ perspective, reported that
professionals needed to analyze underlying causes and
hidden problems. In other words, the tension was ren-
dered invisible by separating the conflicting perspectives
in different parts of the report.
Tension 3: Care for urgent matters versus early intervention
The third tension was that adolescents only seek help
when they cannot solve the problem by themselves or
with their families, whereas for inspectors it was im-
portant that professionals reached out to young
people and solved problems at an early stage. Above,
in Daniel, Winston and Gabriel’s discussion on re-
specting privacy, the boys agreed that they preferred
to solve problems on their own or with relatives, ra-
ther than contacting a professional. Asking for help
was a big step for them, which they did only for ur-
gent matters that they really could not resolve. How-
ever, from the inspectors’ view of prevention, it was
important that professionals reached out to adoles-
cents and families while the problems were still small:
Professionals [do not view] various groups of people as
potential clients. For instance, this applies to the
working poor and to people with relatively small
problems. Care and assistance are offered to these
groups less often. For example, professionals are less
inclined to offer families with small debts (below 9000
euro) help than families with larger debts. However,
these groups are vulnerable because a small adversity
may trigger the development of severe problems.
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the group with small problems is essential. [42]
According to inspectors the group with small problems
had special needs and was eligible for early intervention.
Similar to the first tension about respecting privacy and
sharing information, inspectors dealt with this third ten-
sion by giving their own view more weight. Inspectors at-
tributed adolescents asking for help only for urgent
matters to the bad experiences that many of these adoles-
cents had had with care, which set up a negative cycle of
aversion to contacting a caregiver again. They felt that ad-
olescents would be more positive about early intervention
if they had had more positive experiences in receiving
care. Moreover, for inspectors the fact that young people
were vulnerable was an important argument for prevent-
ive and early intervention, and an argument against wait-
ing for them to help themselves.
Discussion
In this paper, we analyzed how inspectors include the
perspectives of adolescents on good care in their assess-
ment of health and social care services. The themes on
quality of care, which we identified from the interviews
and focus groups the inspectors held with adolescents
are congruent with research on young people’s prefer-
ences in quality of care [44, 45]. Inspectors and adoles-
cents agree upon the importance of timely care,
opportunities for personal development and a respectful
relationship. Yet, their views on quality of care clash
with regard to sharing information, creating solutions
and the moment to offer help and assistance.
We identified three ways that inspectors dealt with the
clashes between their own views and those of service
users. First, inspectors place more value on their own
views. Following Mol [46], we call this way of dealing with
the tension ‘creating a hierarchy’. Establishing a hierarchy
creates an order for differing perspectives, which reduces
discrepancies as one perspective is made to win. This facil-
itates decisions on how to act, while discrepancies con-
tinue to exist [46]. This dealing mechanism fits neatly in
the regulatory context as in the assessment phase of the
inspection process inspectors must often balance various
views to decide whether the services under scrutiny meet
the inspection criteria [33, 47, 48].
A second strategy is passing the tension onto others,
in this case professionals. Inspectors state that the pro-
fessionals providing care to young people should be able
to act according to the expectations of both inspectors
and adolescents. According to inspectors, professionals
should weigh all considerations and make decisions that
are appropriate to the specific situation. This requires a
situational judgment in which inspectors look closely
into the considerations of professionals and discuss,rather than merely assess, what good care entails in a
specific situation [49].
A third strategy is separating the conflicting perspec-
tives. For inspectors way of dealing with tensions opens
up the opportunity to use adolescents’ information,
while still applying the inspection criteria that conflict
with this information. This strategy is seen in other in-
spectorates as well. For example, the English Care Qual-
ity Commission adds the perspective of young people
and other service users in a separate section of their in-
spection reports [50].
In our data, while these three strategies limit the influ-
ence of the adolescents when their views conflict with
the inspectors’ perspective, they do not limit or enhance
the influence of service users in themselves. The result
of the first, creating a hierarchy, could potentially lead to
inspectors prioritizing the view of adolescents, setting
their own view aside. The second strategy passes the
tension to professionals who may incorporate the views
of adolescents in their decision on what to do. The third
strategy describes the adolescents’ perspective separately,
which may draw extra attention to their voices.
The main reason to engage service users in the inspec-
tion process is that they express a distinct perspective on
what quality of care is [9, 10, 16, 17]. Inspectors do use
adolescents’ views in their reports; they used adolescents’
information to substantiate and illustrate their view
(when the perspectives were similar) and they used the
information separately from the inspectors’ views (when
their views differed). However, our data did not include
examples of inspectors changing their opinions based on
the views of adolescents. We offer three explanations.
First, part of the explanation is related to the charac-
teristics of the adolescents involved in the inspection [2,
12, 14], in this case their vulnerability. Inspectors con-
sider these adolescents as members of a vulnerable
group requiring protection. They tap into the wide-
spread assumption that vulnerable people are in need of
special treatment and that intervening in their lives is
permitted [51]. Although they may acknowledge what
the adolescents think, inspectors believe that they know
what is best for this group. Hence, inspectors will not
set their own standards and criteria aside.
Second, the explanation is related to the organization
where participation takes place, specifically organizational
rules and routines [6, 11, 12, 14]. In our case, the existing
inspection criteria steered the inspection process [52].
These criteria were already set before adolescents were in-
volved. The criteria turned out to be solid and not easy to
change by anyone else than inspectors.
Although the literature relates the difficulties of in-
volving service users mainly to participants and the
organization where participation takes place, we add the
external context as a third explanation. A fundamental
Rutz et al. BMC Health Services Research  (2018) 18:226 Page 8 of 9tenet of policy in the Netherlands is that it is better to
prevent than to solve problems [53–55]. Investigations
into the death of abused or seriously injured people have
criticized professionals and care organizations for pro-
viding fragmented services, not sharing essential infor-
mation and not intervening earlier [56–58]. The critique
also included inspectorates who were criticized for
responding too late to important signs of poor service
[20]. This criticism has had an important impact on
public confidence in the accountability and legitimacy of
inspectorates [7, 20, 56]. As a consequence of this exter-
nal critique, inspectorates have placed greater emphasis
on prevention and early intervention. Active citizenship
and prevention are both part of Dutch youth policy [53].
However, in this case, the value of prevention is so dom-
inant that any input from adolescents that goes against
this value is put aside. For inspectors, the external con-
text cannot be easily disregarded and limits their room
to allow the voice of adolescents influence their
decision-making. Consequently, service user involve-
ment cannot reach its full potential.
Conclusions
Service user involvement in inspections potentially im-
pacts the quality of care. Yet, conflicts between the views
of service users and inspectors are not easily overcome
in the regulatory context. We offer two suggestions to
make the involvement of service users more meaningful.
Firstly, inspectors may involve service users (and other
stakeholders) in the development of inspection criteria.
When criteria have not yet been set, including service
users’ perspectives allows inspectors to discuss various
views to form their opinion and prioritize criteria in the
dialogue with others. Following up this suggestion, JISD
inspectors are currently experimenting with the involve-
ment of service users in the development of new inspec-
tion criteria for vulnerable families with multiple
problems, which may be a subject for further study. As
we found that the perspective of inspectors cannot al-
ways be changed (in situations determined by the exter-
nal context), it is important that inspectors make the
values underpinning their views on good care more
explicit.
Secondly, inspectors should allow a situational judg-
ment, discussing the specificities of a situation and ap-
plying their inspection criteria more flexibly. A concrete
example of this suggestion is value-based inspections,
which holds the values and principles underlying deci-
sions central [59]. This would mean that in one situation
inspectors could decide that privacy must prevail over
the exchange of information between professionals,
while in another situation sharing information would
have priority. Service users and other stakeholders could
be part of these discussions.Abbreviations
JISD: Joint inspectorate social domain
Acknowledgements
We would like to thank Lucie Claessen, Esther Deursen, Eileen Munro, Jan
van Wijngaarden, Annemiek Stoopendaal, Anneloes van Staa, Roland Bal and
the other colleagues of the Health Care Governance department of Erasmus
University for their constructive comments. Our findings were presented and
discussed at conferences on ‘The state of citizen participation’ (February
2015), of the association of regulators in the Netherlands (April 2015) and at
‘Safety 2 and beyond’ (June 2015). We acknowledge with gratitude the
contributions of all those present at these meetings.
Funding
No additional funding was acquired.
Availability of data and materials
The data material is available on reasonable request. Data requests should be
submitted to the corresponding author.
Authors’ contributions
All the authors contributed to this research. SR collected the data. SR, HB
and AB analyzed the data. During the analysis, SR, HB, SB, PR and AB
discussed the findings to interpret the data and elaborated on the analysis.
SR, HB, SB, PR and AB contributed to drafts of the manuscript. All authors are
in agreement with the content.
Ethics approval and consent to participate
The adolescents (and their parents when the adolescent was younger than
16) all gave the inspectors their written informed consent to participate, with
anonymity guaranteed. According to the Dutch act on ‘Medical Research
involving Human Subjects’, this type of research does not require the





The authors declare that they have no competing interests.
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1Erasmus School of Health Policy & Management, Erasmus University
Rotterdam, PO Box 1738, 3000 DR Rotterdam, The Netherlands. 2Joint
Inspectorate Social Domain, Utrecht, The Netherlands. 3Health and Youth
Care Inspectorate, Utrecht, The Netherlands. 4Imperial College London,
London, UK.
Received: 17 November 2015 Accepted: 14 March 2018
References
1. Hurenkamp M, Tonkens E, Duyvendak JW. Citizenship in the Netherlands:
locally produced, nationally contested. Citizenship Stud. 2011;15:205–25.
2. Van de Bovenkamp HM. The limits of patient power: examining active
citizenship in Dutch health care. Rotterdam: Erasmus University; 2010.
3. Trappenburg M. Actieve solidariteit. Amsterdam. Amsterdam: University of
Amsterdam; 2009.
4. Da Roit B, De Klerk J. Heaviness, intensity, and intimacy: Dutch elder care in
the context of retrenchment of the welfare state. Med Anthropol Theory.
2014;1:1–12.
5. Clarke J, Newman JE, Smith N, Vidler E, Westmarland L. Creating citizen
consumers: changing publics and changing public services. London: SAGE
Publications; 2007.
6. Renedo A, Marston C. Healthcare professionals’ representations of ‘patient
and public involvement’ and creation of ‘public participant’ identities:
Rutz et al. BMC Health Services Research  (2018) 18:226 Page 9 of 9implications for the development of inclusive and bottom-up community
participation initiatives. J Community Appl Soc Psychol. 2011;21(3):268–80.
7. Adams SA, van de Bovenkamp H, Robben P. Including citizens in institutional
reviews: expectations and experiences from the Dutch healthcare inspectorate.
Health Expect. 2013; https://doi.org/10.1111/hex.12126.
8. Armstrong N, Herbert G, Aveling E, Dixon-Woods M, Martin G. Optimizing
patient involvement in quality improvement. Health Expect. 2013;16:e36–47.
9. Bate S, Robert G. Bringing user experience to health care improvement: the
concepts, methods and practices of experience-based design. London:
Radcliffe Publishing; 2007.
10. Teunissen T, Visse M, de Boer P, Abma TA. Patient issues in health research and
quality of care: an inventory and data synthesis. Health Expect. 2013;16:308–22.
11. van de Bovenkamp HM, Zuiderent-Jerak T. An empirical study of patient
participation in guideline development: exploring the potential for
articulating patient knowledge in evidence-based epistemic settings. Health
Expect. 2013; https://doi.org/10.1111/hex.12067.
12. Boivin A. Patient and public involvement in healthcare improvement.
Nijmegen: Radboud University; 2012.
13. Scourfield P. A critical reflection on the involvement of ‘experts by
experience’ in inspections. Br J Soc Work. 2010;40:1890–907.
14. Renedo A, Marston CA, Spyridonidis D, Barlow J. Patient and public
involvement in healthcare quality improvement. How organizations can help
patients and professionals to collaborate. Public Manag Rev. 2015;17(1):17–34.
15. Schillemans T, Van de Bovenkamp H, Trappenburg M. From ‘major
decisions’ to ‘everyday life’: direct accountability to clients. In: Mattei P,
editor. Public accountability and health care governance. London: Palgrave
Macmillan; 2016. p. 165–92.
16. Adams SA, Paul KT, Ketelaars C, Robben P. The use of mystery guests by the
Dutch health inspectorate: results of a pilot study in long-term intramural
elderly care. Health Policy. 2015;119:821–30.
17. Pols J. Knowing patients: turning patient knowledge into science. Sci
Technol Hum Values. 2014;39:73–97.
18. Dwarswaard J, van de Bovenkamp H. Self-management support: a
qualitative study of ethical dilemmas experienced by nurses. Patient Educ
Couns. 2015;98:1131–6.
19. OECD. Regulatory enforcement and inspections: OECD Best Practice
Principles for Regulatory Policy. Paris: OECD Publishing; 2014.
20. Bouwman R, Bomhoff M, Robben P, Friele R. Patients’ perspectives on the
role of their complaints in the regulatory process. Health Expect. 2015;
https://doi.org/10.1111/hex.12373.
21. Shribman S. Getting it right for children & young people (including those
transitioning into adult services): a report on CQC's new approach to
inspection. London: CQC; 2014.
22. International Risk Governance Council (IRGC). Improving risk regulation.
Lausanne: IRGC; 2015.
23. Van de Belt TH, Engelen LJ, Verhoef LM, Van der Weide MJ, Schoonhoven L,
Kool RB. Using patient experiences on Dutch social media to supervise
health care services: exploratory study. J Med Internet Res. 2015;17(1):e7.
https://doi.org/10.2196/jmir.3906.
24. Iacobucci G. Anatomy of a care quality commission inspection. BMJ. 2014;
349:g7151.
25. Duffy J. Looking out from the middle: user involvement in health and social
care in Northern Ireland. London: Social Care Institute for Excellence; 2008.
26. Integrated Supervision of Youth Affairs (ISYA). Peer inspectors: young
people take the lead. An example of the use of peer inspectors in a project
on the reduction and prevention of alcohol misuse among young people.
Utrecht: ISYA; 2013.
27. Integrated Supervision of Youth Affairs (ISYA). Integrated supervision of
youth affairs. Utrecht: ISYA; 2009.
28. Nutley S, Levitt R, Solesbury W, Martin S. Scrutinizing performance: how
assessors reach judgements about public services. Public Adm. 2012;90:869–85.
29. Bundred S. The future of regulation in the public sector. Public Money
Manag. 2006;26:181–8.
30. Koop C, Lodge M. What is regulation? an interdisciplinary concept analysis.
Regul Gov. 2015, https://doi.org/10.1111/rego.12094.
31. Hood C, James O, Scott C. Regulation inside government. Oxford: Oxford
University Press; 1999.
32. Ayres I, Braithwaite J. Responsive regulation. Transcending the deregulation
debate. Oxford: Oxford University Press; 1992.
33. Rutz S, Mathew D, Robben P, De Bont A. Enhancing responsiveness and
consistency: comparing the collective use of discretion and discretionaryroom at inspectorates in England and the Netherlands. Regul Gov. 2017;11:
81–94. https://doi.org/10.1111/rego.12101.
34. Stake RE. Case Studies. In: Denzin N, Lincoln YS, editors. Handbook of
qualitative research. Thousand Oaks: SAGE Publications; 1994. p. 236–47.
35. Renn O. Risk governance: coping with uncertainty in a complex world.
London: Earthscan; 2008.
36. Strauss AL, Corbin J. Grounded theory methodology: an overview. In:
Denzin N, Lincoln YS, editors. Handbook of qualitative research. Thousand
Oaks: SAGE Publications; 1994. p. 273–85.
37. Alvesson M. At-home ethnography: struggling with closeness and closure.
In: Ybema S, Yanow D, Wels H, Kamsteeg F, editors. Organizational
ethnography. Studying the complexities of everyday life. London: Sage;
2009. p. 156–74.
38. Ministerie Volksgezondheid, Welzijn & Sport (VWS). Wet van 26 februari
1998 houdende regelen inzake medisch-wetenschappelijk onderzoek met
mensen (Wet medisch-wetenschappelijk onderzoek met mensen/Act on
medical research involving humans). The Hague: VWS; 1998.
39. Integrated Supervision of Youth Affairs (ISYA). Hulpverlening aan kinderen
die leven in armoede. Nota van Bevindingen Schiedam. Utrecht: ISYA; 2010.
40. Vennik FD, Van de Bovenkamp H, Putters K, Grit KJ. Co-production in
healthcare: rhetoric and practice. Int Rev Adm Sci. 2016;82(I):150–68.
41. Integrated Supervision of Youth Affairs (ISYA). Hulpverlening aan kinderen
die leven in armoede. Nota van bevindingen Capelle aan den IJssel.
Utrecht: ISYA; 2011.
42. Integrated Supervision of Youth Affairs (ISYA). Het kind van de rekening.
Hulp aan kinderen die leven in armoede. Utrecht: ISYA; 2011.
43. Integrated Supervision of Youth Affairs (ISYA). Hulpverlening aan kinderen die
leven in armoede. Nota van bevindingen Zoetermeer. Utrecht: ISYA; 2011.
44. Defence for Children. Closing a Protection Gap. Kwaliteitsstandaarden voor
Voogden van Alleenstaande Minderjarige Vreemdelingen. Leiden: Defence
for Children International – ECPAT Nederland; 2011.
45. Van Beek F, Rutjes L. Kwaliteitsstandaarden Jeugdzorg Q4C. Wat kinderen
en jongeren belangrijk vinden als ze niet thuis wonen. Houten: Bohn
Stafleu van Loghum; 2009.
46. Mol A. The body multiple: ontology in medical practice. Durham and
London: Duke University Press; 2002.
47. Bardach E, Kagan RA. Going by the book: the problem of regulatory
unreasonableness. New Brunswick: Transaction Publishers; 2002.
48. Ottow A, Market & Competition Authorities. Good agency principles. Oxford:
Oxford University Press; 2015.
49. Rutz SI, de Bont AA, Robben PBM, Buitendijk SE. Children's journeys through
organizations: how inspectors evaluate coordination of care. Child Fam Soc
Work. 2014; https://doi.org/10.1111/cfs.12187.
50. European Partnership of Supervisory Organisations in Health Services and
Social Care (EPSO). User participation. Overview document about existing
practices in 9 inspectorates. Copenhagen: EPSO; 2013.
51. Brown K. Questioning the vulnerability zeitgeist: care and control practices
with ‘vulnerable’ young people. Social Policy Soc. 2014;13(3):371–87.
52. Perryman J. Panoptic performativity and school inspection regimes:
disciplinary mechanisms and life under special measures. J Educ Policy.
2006;21(2):147–61.
53. Ministerie Volksgezondheid, Welzijn & Sport (VWS). Wet van 1 maart 2014
inzake regels over de gemeentelijke verantwoordelijkheid voor preventie,
ondersteuning, hulp en zorg aan jeugdigen en ouders bij opgroei- en
opvoedingsproblemen, psychische problemen en stoornissen (Jeugdwet/
Youth Act). The Hague: VWS; 2014.
54. Lecluijze I, Penders B, Feron F, Horstman K. Infrastructural work in child
welfare: incommensurable politics in the Dutch child index. Scand J Inf Syst.
2014;26(2):31–52.
55. Horstman K. Dikke kinderen, uitgebluste werknemers en vreemde virussen.
Filosofie van de publieke gezondheidszorg in de 21e eeuw. Maastricht:
Maastricht University; 2010.
56. Munro E. The Munro review of child protection: final report. A child-centred
system. London: The stationary office; 2011.
57. Kuijvenhoven T, Kortleven WJ. Inquiries into fatal child abuse in the
Netherlands: a source of improvement? Br J Soc Work. 2010;40:1152–73.
58. Brandon M, Sidebotham P, Bailey S, Belderson P. A study of recommendations
arising from serious case reviews 2009-2010. London; 2011.
59. Van Dalen A. Zorgvernieuwing: Over anders besturen en organiseren. Den
Haag: Boom Lemma uitgevers; 2012.
